Transpedicular vertebroplasty for the treatment of compression fractures of the thoracic and lumbar spine has been well described, and the reported complication rates are low. In this paper we present two cases of patients treated with vertebroplasty despite a history of prior infection. Osteomyelitis and abscess developed in these patients and they underwent corpectomy with anterior reconstruction and posterior stabilization. Great care should be taken when using vertebroplasty to treat patients who have a history of infection, because they may suffer osteomyelitis.
Transpedicular vertebroplasty for the treatment of compression fractures of the thoracic and lumbar spine has been well described, and the reported complication rates are low. In this paper we present two cases of patients treated with vertebroplasty despite a history of prior infection. Osteomyelitis and abscess developed in these patients and they underwent corpectomy with anterior reconstruction and posterior stabilization. Great care should be taken when using vertebroplasty to treat patients who have a history of infection, because they may suffer osteomyelitis.
LITERATURE REVIEW
To identify prior cases of postvertebroplasty osteomyelitis, a Medline search was performed. The key words "vertebroplasty," "kyphoplasty," "infection," and "osteomyelitis" were searched and cross-referenced. Four English-language articles were found in which postvertebroplasty infections were detailed, but only one case report of pyogenic spondylitis following vertebroplasty was identified. The cases of two patients treated at our center are presented.
CASE REPORTS

Case 1
History and Examination. This 64-year-old woman had a medical history significant for Type II diabetes mellitus, osteoporosis, and rheumatoid arthritis. She presented at another institution with fevers, acute mental status changes, and back pain. A calculus cholecystitis, urinary tract infection, and meningitis were diagnosed and treated. She was also found to have suffered T-11 and T-12 fractures causing back pain.
Three weeks after admission to another hospital she became afebrile and underwent T-11 and T-12 vertebroplasty for treatment of the compression fractures that were causing back pain. The patient again became febrile 11 days after vertebroplasty, and blood cultures and bone biopsy samples of the T-11 vertebra revealed Enterobacter species.
The patient was transferred to our center for further care. Neurologically she was paraparetic, with mild hyperreflexia in the legs. The sagittal CT reconstructions of the thoracolumbar spine ( Fig. 1 left) revealed compression fractures of T-11 and T-12 with kyphotic angulation. Axial CT scans demonstrated the presence of PMMA anteriorly in the VB, with retropulsion of bone fragments into the spinal canal ( Fig. 1 right) .
Operations and Postoperative Course. We performed a thoracoabdominal approach and two-level corpectomy to remove infected PMMA. A titanium mesh cage filled with iliac crest autograft was placed and fixation was obtained with a lateral VB screw-and-rod construct. A second procedure was performed for further stabilization with posterior pedicle screw instrumentation from T-8 to L-3 and posterolateral fusion. Postoperative x-ray films demonstrated improved alignment (Fig. 2) . The patient did well postoperatively and was transferred to a rehabilitation facility on a long-term regimen of antibiotic medications.
Case 2
History and Examination. This 49-year-old woman had undergone discectomies at T-12 and L-1 for discitis 2 years before presentation. Subsequently, a scoliosis devel- 
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Transpedicular vertebroplasty has been established as a safe and effective treatment for thoracic and lumbar compression fractures. Complications are rare and infectious complications requiring surgical management have only been reported once in the literature. In this paper the authors present two patients in whom osteomyelitis developed after vertebroplasty in which corpectomy was required. The serious nature of these infections, their surgical management, and complication avoidance are discussed.
oped and a T-12/L-1 corpectomy and fusion procedure was performed at another hospital. A cage, autograft, and bone morphogenetic protein were placed via a lateral approach. The patient suffered a new L-3 compression fracture postoperatively and underwent vertebroplasty 1 year after her fusion. A CT scan obtained after presentation to our institution 8 months later revealed osteomyelitis at L-3 ( Fig. 3) and instability. Postoperative Course. The patient did well postoperatively and was discharged on an antibiotic regimen. Plain x-ray films revealed good alignment and follow-up films obtained 9 months postoperatively demonstrated a developing fusion (Fig. 4) . Infectious disease experts recommend that patients such as ours receive lifelong suppressive antibiotic medications.
DISCUSSION
Percutaneous transpedicular injection of PMMA is a well-established treatment for thoracic and lumbar compression fractures. [1] [2] [3] 5, 7, 10, 14 Reported complications include migration of cement into the venous system, neural foramina, and central canal as well as the generation of cement emboli. 4, 6, 8, 11, 13 Infectious complications are generally considered rare. Yu, et al., 15 report one infection in 200 cases treated. They describe a 6% complication rate but do not specify which of these were infec-tions, and they re- port a 0% delayed complication rate. Predey, et al., 12 declare a complication rate of less than 1%, and Kallmes, et al., 9 document one infection in 63 VBs treated. The patient described by Yu, et al., had a urinary tract infection that was treated with intravenous antibiotic drugs before the vertebroplasty was performed. Our two patients also had previous infections. The patient in Case 1 had a preexisting urinary tract infection as well as recent sepsis. She had received antibiotic medications for several weeks before the vertebroplasty. The patient in Case 2 had undergone previous discectomies for discitis. The delayed nature of her subsequent osteomyelitis is unusual. These infections resulted in the patients undergoing extensive anterior and posterior surgeries for debridement and stabilization. Vertebroplasty is a procedure for which a low complication rate has been established, although patients with any history of infection should be treated with great caution.
CONCLUSIONS
Patients who undergo vertebroplasty should be definitively screened for systemic infection before treatment. The results of an infectious complication can be severe. Perhaps infection prophylaxis, such as the use of cement mixed with antibiotic drugs or a prolonged postprocedure antibiotic regimen, should be considered in patients whom the physician feels compelled to treat with vertebroplasty despite recent infection.
